###### Strengths and limitations of this study

-   This study used a narrative inquiry approach to capture meaningful and purposeful stories that would resonate with readers and thus not lose critical elements of the experiences of early career doctors.

-   Interviews were carried out with F2 doctors during their foundation programme; therefore, the experiences and stories shared were in direct observation to their working and learning environment and thus were not in danger of recall bias.

-   It builds on the existing literature that directly relates to factors that influence career decision making of early career doctors and addresses the limitations of previous work by using the social theory of Perceived Organizational Support as a theoretical conceptual framework to provide deeper insight and the use of semistructured interviews to gain thorough understanding of this phenomenon.

-   It is limited as we only interviewed F2 doctors from Scotland, and perhaps the views of those in Scotland may not be representative of those from the rest of the UK.

Introduction {#s1}
============

Early medical careers decision making is a complex process that involves balancing job-related factors such as location of the post, working conditions and personal factors such as 'fit' with a specialty or close proximity to family and friends.[@R1] There is increasing evidence that prior workplace experiences are important in careers decision making,[@R5] most obviously in terms of a clear relationship between exposure to a specialty and later preference for that speciality.[@R6] Contemporary evidence suggests that early career doctors also draw on prior experience of the supportive culture, or not, of a unit/department/locality, to inform their careers decisions.[@R2] For example, evidence from countries including Germany, the Netherlands, Australia, Finland, Canada and the USA indicate that residents/trainees who experience a positive working culture (characterised by, e.g., high-quality training and work-related social support) are less likely to have intentions to quit medical training or to wish to move into medical jobs without patient contact.[@R1] In our own context, the UK, there is a recent pattern of a large proportion of early career doctors not applying for specialty training at the time when they become eligible to do so. Instead, approximately 50% of doctors at this stage are taking time out of the training system. The majority of those who take time out of training continue to work in the National Health Service (NHS) but in service posts (posts that are not part of a training programme towards a particular specialty). Why this trend has become more obvious in recent years is of considerable interest to NHS employers, institutions responsible for medical education and training as well as researchers.

Recent studies suggest that the wish to quit or at take time out of medical training may be related, at least in part, to a strong desire for supportive working and learning environments.[@R4] UK Foundation Year 2 (FP2) doctors (these doctors form part of a generic two -year vocational training programme that bridges the gap between medical school and specialty/core training) who experience pressurised working environments with poor autonomy over their personal and work life report reductions in morale and motivation and feelings of dehumanisation. However, the nature of this previous research---predominantly survey-based[@R10] or descriptive qualitative inquiry[@R12]---means we do not have a good understanding of what a supportive culture means to early career doctors. Nor do we know how their perceptions of support or sources of dissatisfaction may impact on their career decision making.

It is critical to explore these issues in detail as identifying ways to increase satisfaction with medical training may help stem issues with uneven distribution of doctors in terms of specialty and location[@R16] and help attract sufficient doctors to apply for training posts and hence meet anticipated immediate and future healthcare needs.[@R20]

Our aim in this study was to explore FP2 doctors' work-related experiences in relation to workplace support and how this may have influenced their careers intentions. To extend understanding of this phenomenon and bearing in mind that using orienting concepts derived from social theory can enhance knowledge, understanding and interpretations that might not be identified using inductive approaches,[@R22] we used the theory of Perceived Organizational Support (POS)[@R23] as a theoretical framework to aid conceptual generalisability and to highlight possible ways forward for medical education and employment policy and practice.

Methods {#s2}
=======

Conceptual Framework {#s2a}
--------------------

POS is the relationship resulting from the reciprocal exchanges[@R25] between an employee and the organisation.[@R23] POS relates to an individual's perception of whether the organisation values their work contributions and cares about their well-being.[@R23] Where employees perceive that the organisation values and supports them, they will develop greater emotional attachment, engagement[@R26] and feelings of obligation to the organisation.[@R28] This, in turn, is positively related to a range of employee behaviours[@R30] including intention to stay with the organisation,[@R32] job satisfaction,[@R31] dedication[@R34] and commitment to the organisations goals.[@R15]

Commitment {#s2b}
----------

POS suggests that reciprocity between employee and organisation can be expressed and evaluated as three inter-related types of commitment: affective, normative and continuance (see [figure 1](#F1){ref-type="fig"}). Affective commitment refers to an individual's emotional attachment to the organisation and is linked to the individual and the organisation's goals, values and norms being similar or in alignment.[@R33] If an individual has a high level of affective commitment to the organisation, then they are more likely to be satisfied with their job and may be more likely to stay with that organisation.[@R31]

![The Theory of Perceived Organizational Support and its components.](bmjopen-2018-022833f01){#F1}

Normative commitment is the level of obligation and sense of loyalty an employee feels towards the organisation. This is related to individuals feeling acknowledged and rewarded by (via, e.g., promotions and incentives),[@R28] and hence indebted to, the organisation that again may be demonstrated by wishing staying in the employment of that organisation. In other words, if an individual feels their organisation has shown commitment to them, they are more likely to show commitment to the organisation and vice versa.[@R33]

The third and final level of commitment is continuance commitment. This is associated with employees evaluating the advantages and disadvantages of continuing to work for the organisation versus leaving the organisation.[@R14] Are they guaranteed better opportunities somewhere else, or are there too many risks associated with leaving?

The three levels of commitment are not separate entities. Rather they overlap and link with one another. For example, if an individual develops an emotional attachment and dedication to the organisation (affective commitment), and the organisation has recognised and rewarded their efforts, they may have a sense of loyalty to the organisation (normative commitment) and not wish to leave (continuance commitment) (see [figure 1](#F1){ref-type="fig"}).

The role of others {#s2c}
------------------

An important concept in POS is that any actions undertaken by other people within the organisation are perceived by the employees as acts of the organisation rather than the individual[@R32] (see figure 1). Perceived supervisory support (PSS)[@R40] is an indicator of how much the organisation values the individual, and the personification of the organisation in this way leads to employees interpreting the actions of those more senior to themselves as reflecting the norms or the values of the organisation. Where individuals do not feel fairly treated or supported by senior staff, their sense of attachment and obligation to the organisation decreases and their inclination to leave (turnover intention) increases.[@R29] However, high levels of PSS---enacted via, for example, autonomy, participation in decision making, professional development opportunities, rewards and praise[@R1]may support an employee's job satisfaction, emotional attachment, obligation and intent to stay with an organisation.[@R34]

Employees also evaluate the behaviour of team members and colleagues as personifying organisational norms and values, with the same outcomes in terms of organisational commitment as observed with senior staff.[@R28] Positive relationships with colleagues and team members are also important in another respect. These interpersonal relationships offer information about how to become a successful organisation member, as well as provide friendships that make work--life more pleasant.[@R15] Having role models, support and praise from more established colleagues positively affects the organisational commitment of newcomers into an organisation.[@R9]

POS has been used to explain performance, work-related stress, intentions to leave, organisational commitment and job satisfaction across a range of commercial and healthcare settings.[@R15]

On scrutinising the themes in the data, we were struck that many of these seemed to relate to the relationships our participants had with the organisation in which they worked and the people they worked with. It was this that led us to use the theory of POS[@R24] to help understand and explain the data identify important factors and their potential relationships.

Design {#s2d}
------

In line with our worldview meaning is constructed through social interaction, this research is epistemologically grounded in social constructionism.[@R45] We used individual interviews to collect multiple perspectives and interpretations of reality in relation to the research question.

Sampling and recruitment {#s2e}
------------------------

Our target group was Foundation Programme (FP) doctors in the UK. After graduating from medical school, UK doctors work in the FP for two years full time or the equivalent part-time. The FP is designed to ensure broad-based training across the breadth of specialties with compulsory surgery, medicine and a 'community' placement (eg, general (family) practice and mental health). It aims to develop the clinical and professional skills of medical graduates, so they are prepared to progress into one of the range of specialty training pathways at the end of year two of the FP. The first opportunity for application for a specialty training post is in mid-FP2, and traditionally most doctors applied at this stage of their career. However, things have changed in the last five years or so: only about half of FP2 doctors now apply for specialty or core medical training (CMT).[@R19] CMT is a twoyear course following the FP. CMT rotations typically last between 4 6 months, and trainees rotate across various medical specialities. Trainees must successfully complete CMT and undertake the full Membership of the Royal College of Physicians (UK) Diploma in order to apply for third year specialty training.

However, some training programmes allow trainees to go straight into specialty or general practice training after completion of the FP. These are typically referred to as run-through programmes. The length of training and structure varies between specialities; training can last between 3- 8 years depending on the specialty. The others typically either take up a service post as mentioned earlier, work overseas for a period of time or leave the profession. The organisation of UK medical training means that this change in careers-related behaviour leaves many unfilled posts, insufficient doctors to meet immediate healthcare needs and a potential shortfall of specialty-trained doctors in the longer term.[@R20]

On receiving ethical approval and appropriate institutional consents (see later), FP2 doctors from two of the five Scottish FP regions were invited to participate in individual interviews. These regions are diverse in terms of size and geographical locality and because local data indicates that they attract different groups of FP doctors in terms of home origin and medical school attended.

FP coordinators from the two regions sent out an email giving details of the study and the researcher's contact details to the 2015--2016 cohort of FP2 doctors. Those who were interested in taking part in the study were asked to contact the main researcher directly by email. Those who did so were provided with more information about the study and invited to take part.

Patient or public involvement {#s2f}
-----------------------------

No patients or any members of the public were involved in this study.

Data collection {#s2g}
---------------

This study used semistructured interviews incorporating a narrative inquiry approach for data collection.[@R47] The interview schedules explored FP2 doctor's experiences of their postgraduate training and how this influenced their career intentions. The interview questions were developed by drawing on the broad literature on medical careers decision making, particularly contemporary papers from the UK context.[@R2] We also drew on discussions on this topic arising in formal teaching sessions with FP doctors in the 12 months prior to data collection. The questions were piloted with a small group of volunteer FP doctors who did not take part in the main study. Our approach was iterative: we used our notes and recordings from early interviews to inform the development of additional questions for later interviews. The interview schedule is available on request.

In order to elicit as broad a range of understandings as possible, maximum variation sampling was used to ensure diversity in terms of gender, graduate entry or school-leaving status as a medical student, ethnicity, location and whether the individual had applied for a training post in FP2 or not. Individual interviews were carried out at times and places convenient for participants. Participants were provided with refreshments but no other incentives for taking part. At the end of each interview, participants were thanked for taking part.

Data Analysis {#s2h}
-------------

All interviews were audio-recorded with participant permission, transcribed for analysis and entered onto NVivo Pro V.11 qualitative data management software. Familiarisation and data checking were achieved by listening to audio-recordings while reading transcripts. Thoughts and insights were recorded as a memo file for each doctor. Initial data coding and analysis was inductive, using thematic analysis to generate a coding scheme.[@R48] Analysis progressed via regular team meetings, where ongoing coding and comparisons were explored. Comparisons were made between codes and participants to explore differences and similarities in participants' perspectives. Any discrepancies were discussed and then agreed upon. Analytical ideas and discussions were documented through memos and team correspondence that created an audit trail of the analytic process. As discussed earlier, after inductive coding, we used POS as an analytic framework.

Rigour was ensured in several ways.[@R49] All interviews were undertaken by the first author (GMS) to ensure continuity. We considered our positions and relationships with the data continually and critically[@R50] in view of our different disciplinary backgrounds (psychology, pharmacy; and medicine), different levels of knowledge and experience of delivering and managing medical education and training and research perspectives and preferences. We constantly reflected on how these might have shaped our coconstruction of the data. Preliminary data analysis was shared and discussed with colleagues outside the research team to explore if the findings seemed credible and reasonable.[@R52] The main researcher was a PhD candidate; thus, this study was part of a larger doctoral research project that aimed to explore the working and learning environments of F2 doctors and their career intentions.

Ethical approvals {#s3}
=================

The host University granted ethical approval. This was accepted as evidence of ethical approval by the second site's equivalent board. Approval and permission to carry out the study were also obtained formally from the relevant NHS Research and Development (R&D) departments. Written consent was obtained from all participants.

Results {#s4}
=======

Twenty-three FP2 doctors expressed an interest in study participation. Two were not available for interview during the period of the study (January--April 2016). Of the 21 who participated, eight were from region A and 13 were from (the larger) region B; 13 were female, eight were male; 17 had entered medical school directly from high school (the norm in the UK), while four were graduate entrants; 13 were born and raised in Scotland, six were born and raised elsewhere in the UK and two were from mainland Europe. Most were of White British ethnicity. Their ages ranged from 25 years to 35 years old. Of those interviewed, 11 had applied for specialty or core training in FP2. They had applied to a range of hospital and community specialties, including Anaesthetics, General Practice, Psychiatry and Core Training.

The median interview length of interviews was 30.26 min (from 18 min to 52 min).

Our initial framework analysis identified the main themes captured in the data from across the participant group. These were: positive supervisory support, poor supervisory support, team environment and feeling valued. We then used the POS theory to interpret and organise the data. This worked effectively yet we felt that presenting the data thematically failed to illustrate the critical experiences of our participants.[@R53] Instead, and with reference to Kendall and Kendall's[@R55] view that 'the whole story is greater than the sum of its parts' (p. 179), we present the data as the stories told by participants to the researcher.[@R56] This allowed us to explore the multiple dynamics of workforce relationships and experiences and related decision making.[@R57] We chose five stories that exemplified the main themes well, where participants lay out how they experienced certain events and conferred their subjective meaning onto these experiences.

We provide personal background characteristics for each story told,[@R58] to give the reader a deeper knowledge and understanding of each person's story.[@R55] We present participant's key stories in their own words.[@R59]

Story 1: 'I think senior support at time was a huge factor for us...' {#s4a}
---------------------------------------------------------------------

In this first story (see [box 1](#B1){ref-type="boxed-text"}), Daniel (please note all names are pseudonyms) is a male foundation doctor. He is originally from Northern Ireland but came to Scotland for medical school and stayed on to do the FP. Some members of Daniel's family had worked in the healthcare sector although not directly in medicine. He worked in various part-time and volunteer jobs during his medical degree. Daniel lives with his long-term girlfriend who is also a foundation doctor. Daniel had a particularly positive experience throughout his time on the FP; the most noteworthy experience for him was his experience in his Accident and Emergency (A&E) rotation. In [box 1](#B1){ref-type="boxed-text"}, we see clear examples of how feeling supported and feeling valued played a key role in influencing Daniel's decision to apply for specialty training.Box 1Daniel's Story[@R1]**I think senior support at times was a huge factor for us, particularly in A&E**. I'm never on shift without somebody[@R2] who's at least a senior registrar or a consultant. So I've never, ever had any issues. Sometimes getting them it's a[@R3] little bit difficult but it's just the nature of the job... they are probably seeing a patient, but I just go in and grab[@R4] them and call them out if I need[@R4] them, you know. So if I need access to them.[@R5]When I went to A&E, my educational supervisor in A&E, **she's very proactive. She's super**. We did a lot of[@R6] discussion around how I manage patients, so she'll call the patients up that I've seen X number of weeks ago, and[@R7] we go through and look at my documentation, see how I managed it. And it's not criticising me. I mean if it is[@R8] critical, it's constructive criticism. **So I think that's a huge, huge aspect of learning as a junior**.[@R9]And that's the first time I've had a supervisor that has been that **enthusiastic, and that makes a hell of a**[@R10] **difference** ... She even creates opportunities for you.... **And then that leads into feeling valued**.[@R11]SP1: Difference that you feel more supported I take it?[@R12]SP2: Yeah. **She even creates opportunities for you**. She'll go out of her way to sort things. I got a taster week[@R13] in... Anaesthetics I got, long term advanced trauma life support. **If they take an interest in you it makes it**...[@R14]SP1: So you've obviously mentioned getting; cracking on and getting on with it. So you've applied for specialty[@R15]training or core medical training at FY2?[@R16]SP2: Yes, I applied for anaesthetics.[@R17]SP1: Anaesthetics, okay. And why were you attracted to anaesthetics?[@R18]SP2: I've done it and I liked it... When you see what they do and how they... **How well-supported they are as a**[@R19] **junior**. So they're probably the best trained in terms of consultants with juniors. **So you're one-on-one, junior**[@R20] **and consultant most of the time as an anaesthetic trainee**. The training you get is... You know, they're able to[@R21] deal with nearly everything, in terms of managing patients. That's what attracted me to it as well is **the quality of**[@R22] **training you're going to get**.[@R23]SP1: The quality and the kind of support that you're getting as well?[@R24]SP2: Yes, **exactly**.

In this story, we can identify that Daniel's experience of a positive working culture impacts both his commitment to the organisation and the perception of support that would be available in the future. This is evidenced when Daniel explains that he has applied for Anaesthetics training and indicates one reason for applying is related to the level of support that he will gain in this particular specialty (lines 18--22). We can infer from Daniel's story that, for him, a supportive working environment is based on a culture that is enriched with '**enthusiastic**' supervisors who are willing to '**take an interest**' in the professional careers of FP2 doctors and that helps to really '**make it**' an enjoyable experience (lines 9--13). Daniel's story has emotional elements too, as he describes '**feeling valued**', and this influences his commitment to the organisation and motivates him to apply for anaesthetics (lines 9 and 10).

In terms of POS theory, Daniel may attribute the acts undertaken by his supervisor as evidence of the level of investment and value the organisation places on his personal and professional development.[@R15] The level of investment that the senior member of staff demonstrated in Daniel's A&E rotation helped to convey the future behaviours that would be present in the NHS which enabled him to recognise attributes of supervisors which would enhance his own future working conditions and made him feel more invested in a specialty that offers a high level of '**one-on-one**' training with seniors. Overall, this story illustrated the key influence a positive clinical supervisor--employee relationship can have on an early career doctor's intentions to stay working in the NHS.

Story 2: 'Having done that, I knew that was what I wanted to do and so I applied...' {#s4b}
------------------------------------------------------------------------------------

In this second story, Steven is a male foundation doctor. He is originally from England and did his medical degree there as a graduate entrant. He moved to Scotland for the FP. He worked part-time throughout both his degrees. He comes from a non-medical family and a working-class background. Steven had a girlfriend from Scotland who was pursuing a non-medical degree within Scotland. Steven explains a critical point in his F2 programme, which helped him develop sufficient confidence to apply for specialty training ([box 2](#B2){ref-type="boxed-text"}).Box 2Steven's Story[@R1]... when I got out I was actually doing the job because **I could have easily just been given rubbish tasks**[@R2] **to do** for 4 months but I was encouraged to take part and work with a wide variety of consultants, see[@R3] how they worked and becoming, like, familiar.[@R4]I felt much more confident, at the end of the four months, that I could assess, you know, intensive care[@R5] patients and make basic decisions. Nothing fancy but at least hold the fort for like an hour or so.[@R6] **Having the opportunity to do intensive care and anaesthetics as my first FY2 job which... because I**[@R7] **was interested in it and I was given that by the programme director; he organised that, so I had**[@R8] **experience in that before I applied, which I was very grateful for. Having done that I knew that was**[@R9] **what I wanted to do and so I applied**.[@R10]So I was very much still thinking do I want to go down the emergency medicine route, do I want to go[@R11] down, you know... I want to do intensive care. Anaesthetics is interesting but I didn't think I want to do[@R12] it. Didn't get an A and E job but I got an intensive care job and then, I think, as I met the people with[@R13] the emergency medicine doctors; I learned a bit more about how I liked to work...I think people talk[@R14] about personalities and I thought maybe my personality wasn't actually quite aligned to emergency[@R15] medicine but I really enjoyed anaesthetics.[@R16]I got to work with the anaesthetist and thought actually I could fit in here and that's an opportunity I[@R17] might not have had and if, say, anaesthetics... No say ICU would be my last job, I might not have been[@R18] so confident. Even if I'd done it as FY2 but we're starting it in April instead of August. I might not have[@R19] been confident; I might have taken it...[@R20]SP1: So that almost shaped your decision then if you say that happening even shaped your decision to[@R21] have the confidence to do that?[@R22]SP2: Yeah, yeah, I might have waited another year to do that instead of I'll see how I find it at the end[@R23] of the year. I'll take the year out locum and then apply once I know what I want to do. It's difficult to[@R24] know what I would if things had been different.[@R25]I remember talking to friends and I'd always... As I said, I thought I wanted to do an acute specialty,[@R26] maybe emergency medicine, maybe intensive care, and I'd enjoyed anaesthetics. **I was so well**[@R27] **supported by all the different consultants and I enjoyed the hands on... You know, it felt right and**[@R28] **having the opportunity to do that I knew that this is what I want to do**. I've been asked, as I'm sure[@R29] every junior doctor or medical student is asked for a few years, what kind of doctor do you want to be?[@R30]I never had an answer and it was really August, **and it came quite suddenly, it was kind of like it's a**[@R31] **lightbulb moment because just thinking a year ago I was still between two or three specialties. As**[@R32] **soon as I did that I was like, yeah, I'll do this**. This is great; I can be an anaesthetist... This is what I[@R33] enjoy which some people go to medical school knowing they want to be a specific type of surgeon or a[@R34] GP. It took me until I was actually doing that job as a FY2 to say this is for me.[@R35]SP1: So would it be fair to say almost that positive experience of getting an opportunity to practice...[@R36] almost helped along that pathway as well with prior to making a decision.[@R37]SP2: Definitely. **As I said I might not have applied to \[ACCS\] training**...[@R38]SP2: Yes, for the next... Well, if I get to retire. **That... It's a decision that I don't think I would've made**.[@R39] Actually thinking back to making that decision, knowing how confident I was that I enjoyed[@R40] anaesthetics; it still felt like a big thing to click that button and apply for that job. **I most definitely**[@R41] **wouldn't have done that if I hadn't had that experience in anaesthetics**.

Steven's story highlights the importance of having seniors who want their junior members of staff to flourish in their working environment. He remarks he could have '**easily been given rubbish tasks to do**' but instead received good training opportunities (lines 1 and 2). From the very beginning of his FP2, Steven feels like a valued member of the team and that seniors are eager for him to learn on the job.

The timing of his anaesthetics rotation was critical. Steven reflects that without the direct experience of working in anaesthetics and being able to compare it with his other FY experiences, he would have not known that this specialty would '**fit**' him in terms of his personality and what he enjoyed in the workplace (lines 6--9 and lines 16--19).

Having the support from '**different consultants**' played a critical role in Steven applying for acute care common stem training programme (three-year programme that covers acute specialities including anaesthesia, emergency medicine, acute medicine and intensive care (ACCS)) (lines 20--22 and lines 26--28). The level of commitment that was shown by the seniors was perhaps a direct indicator to Steven that his professional development and well-being would be looked after if he trained in anaesthetics within the NHS (lines 40 and 41).

When viewed through the POS lens, it seems that Steven's level of obligation to the organisation.[@R28] It seems that Steven's level of obligation was influenced by both feeling valued[@R34] and perceiving that senior members of staff had invested a great amount of time and energy to ensure that he gained important opportunities prior to applying for specialty training.[@R15] These positive encounters seemed to influence his intentions to not take a year out of training but to apply for specialty training in FY2.

Story 3: 'I really, really wanted to do it. I've always wanted to be a doctor. And I got here, and I've just found it devastating' {#s4c}
----------------------------------------------------------------------------------------------------------------------------------

In this third story, Abigail is a female FP2 doctor. She is originally from England and did her medical degree there before moving to Scotland for the FP. The FP was her first experience of working life. She comes from an affluent, medical family background. She is single and living alone. The FP was not a positive experience for her and she did not apply for specialty training ([box 3](#B3){ref-type="boxed-text"}).

Abigail reflects that she found the FP disappointing on a personal and professional level, which ultimately affected her morale and commitment to the NHS (lines 1 and 2). Abigail goes on to highlight how she was '**very**' disheartened by the NHS and never expected to be '**treated so badly as a professional**'. She expressed feeling mistreated and not feeling welcomed by team members (lines 5--11 and lines 17 and 18). This perceived lack of support during her FP ultimately deterred Abigail from the '**profession as a whole**' (lines 24 and 25).

When evaluating Abigail's story, we can extrapolate that she feels like the NHS does not value or care about the well-being of their junior doctors. This would fit with one important concept of POS: that employees assign human-like characteristics to the organisation they work for.[@R24] For Abigail, the poor treatment she receives from members of her immediate team exemplifies to her the way the whole NHS works. Thus, supervisors and established team members not treating juniors fairly can lead to low affective commitment, ultimately leading to higher turnover intentions (and conversely the research has shown this evidence: Otto and Mamatoglu[@R37]; Rhoades and Eisenberger*et al* [@R27]; Malik and Kazmi[@R14]).

Story 4: 'And at the end of that, I thought, no, I don't want to. I decided to take a year out from that' {#s4d}
---------------------------------------------------------------------------------------------------------

###### Abigail's Story

[@R1]Yeah, **so as a whole, I found the foundation experience really disappointing**. I've **not enjoyed it all as a**[@R2] **profession, or as a job**. **I felt that you're extremely undervalued as an individual, and as a professional**.

[@R3]And there's huge neglect of training for foundation doctors, especially at FY1 level. **I don't think that**[@R4] **you're respected or considered to be a practising clinician**.

[@R5]I think there's not much in **the way of recognition for the work that you do**. And I think that you do a lot[@R6] of legwork for a lot of other people. And people aren't very thankful of that.

[@R7]I don't think that you're treated well by other members of healthcare professionals within the teams.[@R8] **And that makes your role feel devalued as well**. **You feel devalued in that sense that other people**[@R9] **don't treat you very nicely at all**.

[@R10] **As a whole...as a whole it's really, I found it very disheartening. And I had never expected to be treated**[@R11] **so badly as a professional**.

[@R12]Bearing in mind that this is your first ever experience of a job. And often, medical students or medics[@R13] don't necessarily work much before they go to university. This is the first time you ever experience[@R14] working life. And those that work within the institution should know better that it's a very, very difficult[@R15] job.

[@R16] **And that on the whole, they're treated very badly**. But I don't think that makes any difference. And I[@R17] don't think it means that people make **any effort at all to be inviting, to be encouraging, to be**[@R18] **supportive of the fact that you are a young professional** that has no experience working in a[@R19] professional environment. **And I think that was one of the biggest things that I found so difficult**.

[@R20] **I don't think if you went to any other institution, any other organisation**, anywhere as a professional,[@R21] or in any other business **they would make you feel crap in the first... You know, having that first**[@R22] **experience**, you know, I mean, you know what I mean to work somewhere in the first year.

[@R23] **You just feel totally disengaged, and very down trodden**. **And you feel undervalued**.

[@R24] **I found it really disappointing**. Like, I've spent years training to do this job. **And I really, really wanted**[@R25] **to do it. I've always wanted to be a doctor. And I got here, and I've just found it devastating. I've**[@R26] **really been so disheartened, and just put off with the profession as a whole just because the way in**[@R27] **which the work is'**.

This fourth story was from Gemma, a 25-year-old female Foundation doctor, originally from Wales, where she completed medical school. She moved to Scotland for the FP. She is single, and all her family and friends still live in Wales. She comes from a non-medical family but has family members who were healthcare professionals. Gemma had experience of doing some charity and voluntary work throughout her degree. [Box 4](#B4){ref-type="boxed-text"} explains a critical experience Gemma had in her paediatrics rotation and how this incident had a detrimental impact on her intention to apply for training and instead opt to take a break.Box 4Gemma's Story[@R1]And then other times, when you have, you don't have the **senior support that you need**, for whatever[@R2] reason; they're caught up doing something else, or**... And then you're, you feel out of your depth**.[@R3] Especially when you're SHO, and the reg is the next tier and if they're in theatre or they're with another[@R4] sick patient, then you, kind of, feel a bit like you're out of your depth sometimes. Which is sometimes fun[@R5] if you manage to sort it out, but sometimes a bit **overwhelming and exhausting**.[@R6]I can find things quite upsetting that I probably would normally be able to deal with quite well. Things[@R7] about, you know, outside of work would affect me more, or... Yes, just feel a bit... Sometimes if you've[@R8] not... You've literally been at work, slept, and been at work for seven days; you've had no social[@R9] interaction at all outside of work, and that also gets you down. Because, you know, you need to do, **you**[@R10] **see friends and do fun things that will let you relax, to be able to maintain a, kind of, healthy**[@R11] **emotional state**.[@R12]I did have a case, when I was in paediatrics, **where I didn't feel supported at all by my seniors**. In fact,[@R13] the opposite, by the consultants, **and it really upset me and got me down and affected me for months**,[@R14] so... **And at the end of that, I thought, no, I don't want to. I decided to take a year out from that**.[@R15]There was a patient that became seriously unwell, that I didn't know that the baby was unwell, and then[@R16] got, kind of, blamed for it afterwards, despite the fact that I tried to escalate it and they didn't really,[@R17] like, want to take any kind of responsibility. **And I tried to get some help and no one would come to**[@R18] **help. And then I, kind of, got blamed for it and not supported through it, not debriefed** or... I just, kind[@R19] of, felt like it was my fault and then I had to kind of process it and deal with it on my own, rather than[@R20] having...[@R21]We have our clinical and educational supervisors that are meant to help us through those, like, **the**[@R22] **emotional aspects of our work**, as well as all the practical aspects of just getting through the course. But[@R23] it, it all, they're all consultants that take on that role, so... And obviously, every personality differs, and[@R24] everyone... **So I was just unlucky that all of the consultants there didn't really seem to care about that**.[@R25] **And there wasn't anyone that I felt like I could ask**.

Gemma reflects that she found it '**a bit overwhelming and exhausting'** when senior staff were not available to help or support her. She describes a critical incident that involves a death of an infant baby and how she is blamed for this afterwards (lines 12--16). The most difficult factor for Gemma is that she is not '**debriefed or supported through this'** and leaves her feeling responsible for a child's death (lines 17--19). This specific incident not only affected Gemma at personal level but also at a professional level as it was at end of that rotation that she '**decided to take a year out from that**'.

From a POS perspective, Gemma did not experience a sense of emotional (affective) commitment from her senior members of staff at a critical time. She did not feel like the NHS cared and respected her at a professional or personal level. We can infer from Gemma's story that positive relationships with senior staff not only increase the perception of support, but they also seem to act as a buffer, which helps more junior doctors to cope with challenging situations.[@R15] Where this is lacking, emotional obligation to the organisation is affected, which can impact on turnover intentions (as per Gemma deciding not to apply for specialty training.[@R28]

**Story 5:** '**Management don't know who I am... I think they see that you're a hassle... as opposed to, you're a valued team member...'** {#s4e}
-------------------------------------------------------------------------------------------------------------------------------------------

The final story is told by Clare. She is from Scotland where she completed her medical degree as a graduate, before doing her FP in Scotland. She worked before and during medical school. She comes from a non-medical family, and her fiancée is non-medical. She plans to start a family within the next few years. Clare shares many challenges she experienced throughout her FP in both her professional and personal life. In [box 5](#B5){ref-type="boxed-text"}, she highlights a particular incident that occurred that put her off working in hospital medicine.Box 5Clare's Story[@R1]Erm I think now, the longer I work for, not having any control over my annual leave, my days off, my[@R2] time off, is really starting to really annoy me. So my next rota, for example, I have just been informed,[@R3] you have three weeks' annual leave, this is when they are, you can't swap them, you can't move them,[@R4] tough. **I think that that is a disgrace**.[@R5] **The number of hours I have worked to be told, you're not allowed to go on a family holiday that**[@R6] you've **booked. You're not allowed**... I've been told **I'm not allowed** to go to a funeral before. I've been[@R7] told I'm not allowed time off when I'm ill. That... I would have said, is the worst thing. I just, I don't think[@R8] it's fair, **and I think that bothers me more and more, I think, as time goes on**.[@R9]I think, particularly my, like, having been in {Community hospital} now for 12 weeks, the thought of[@R10] coming back to X hospital...**it's horrifying**. **I just am dreading it. I'm absolutely dreading having to**[@R11] **come back**. And when I saw the rota... **Whichever idiot person made the rota**, who has never worked[@R12] as a doctor and has no idea what they're doing... **I was almost in tears, looking, and just thinking, oh**[@R13] **God**, half nine. So, a quarter of all of my shifts, I finish at half past nine at night, which means I don't[@R14] get home until after ten, which means I won't see my partner for the next four months. That, I just...[@R15] **That's the worst bit, I think**.[@R16]I would have said, there were certain bits that have made me think, **I'm 100% positive I don't want to**[@R17] **continue working in this hospital**. And I would have said... My second job in the FY1 was {a surgical[@R18] specialty}... There was meant to be two FY1s and two FY2s. The FY2s were on the registrar rota, which[@R19] was hell on earth for them, and therefore I was the only FY1, and there were no FY2s because they[@R20] were on the reg rota.[@R21]And **I was put in horrific, horrific situations...** there **was one horrendous weekend** where I had three[@R22] people in the HDU, had sixty patients, and then I had another four beds due where I had four people[@R23] that were **really sick** with pneumonia. And I hadn't had a medical job, and I didn't know what I was[@R24] doing, **and I have never in my life felt so overwhelmed**, and **I just... I** hated **it**, **I absolutely hated it**. I[@R25] didn't get support; I'd phone the registrar to come in, they came in in the morning for an hour, did a[@R26] ward round and just left. And I was left on my own for a full weekend.[@R27]I've got GP training; I've accepted a GP position... **The thought of actually having to spend any** more[@R28] **time in that hospital is just horrifying**, but I think...So the thought of having to do six, seven years to[@R29] consultant, there's no way. **There's literally no way I would do it**.[@R30]Management **don't know who I am**, don't know what I'm about. And if I raise a concern, I think **they**[@R31] **see that you're a hassle, it's a problem, as opposed to, you're a valued team member** that they think[@R32] is worth being there. **I don't, yes, I don't feel valued in that capacity**.

Clare reflects that her personal life is not something that is valued by the healthcare team and not being able to control her working hours is a source of frustration (lines 5--8). There is a sense that her annual leave is not something that is respected or valued by the management and that when Clare queries this, she is deemed '**a problem**' (lines 2--4 and lines 30--32).

Clare describes a critical experience in her neurosurgery rotation in which she felt under supported and highlights she was '**put into horrific, horrific situations**' (lines 21--24). This negative experience had a lasting impact and was influential in terms of putting Clare off working in the hospital in which she completed her F2 training: there is '**literally no way**' she would work in that hospital again (lines 27--29).

From a POS perspective, feeling valued by the organisation is a strong motivator for participants to stay invested in that organisation and vice versa (as was the case for Clare). Lack of appreciation of her personal needs (annual leave requests) led to her disengagement and reduced commitment towards working in that hospital ever again (continuance commitment: Eisenberger and Stinglhamber[@R41]; Rhoades and Eisenberger[@R27]; Allen *et al* [@R33]; Kaplan *et al* [@R35]). Instead, Clare opts to apply for GP training, perhaps perceiving that this will provide better working conditions, which will illustrate that she is valued and an important member of the team.

Common themes {#s4f}
-------------

We also looked to identify any overlapping patterns across data which were exemplified in the five stories.[@R61] Daniel and Steven were afforded opportunities to engage with several senior staff on a regular basis, their working environments were supportive and they gained exposure to specialities prior to applying for specialty training. However, Gemma and Abigail had very negative experiences of the FP and developed a negative personification of the organisation as a whole with a particular focus on a lack of support from team members. A lack of support during time critical situations was enough to put Clare off working in a specific hospital again and enough to put Gemma off applying for training at completion of FP2. The data suggests that support, encouragement and feeling valued underpin organisational commitment and turnover intention in FP doctors.

Discussion {#s5}
==========

To the best of our knowledge, this is the first study to explore what a supportive culture means to early career doctors and how perceptions of support may influence career decision making. The data indicated that support from supervisors/senior colleagues and team members influenced organisational engagement. Having positive relationships with other staff increased the perception of a supportive culture but also seemed to act as a safeguard when challenging situations arose. The opposite was also true. Those who perceived poor senior and/or team support tended to have a negative personification of the organisation and had higher intentions to leave the NHS or opt to work in a different specialty. In short, the behaviour of people within the organisation was an indicator of whether the NHS cared and respected the individual as a member of the organisation.

Our findings align with the wider organisational literature. For example, having a high level of support from supervisors or more senior colleagues (PSS: see earlier) can lead to increased loyalty in the workplace,[@R62] better job performance[@R63] and increases in psychological well-being,[@R64] as well as having a positive impact on employee retention.[@R40] Indeed, PSS is becoming one of the most influential factors in predicting turnover intention: the less support from a supervisor, the more likely the employees are to leave the organisation (or specialty) and vice versa.[@R32] However, the POS theory may have limitations in contexts such as the UK, where there is only one healthcare training provider, the NHS. In such 'monopoly' situations, there may be a less obvious relationship between continuance commitment and turnover intentions.[@R14] However, doctors in training can still 'vote with their feet' by applying to train in a different specialty or region, take a break from training or move overseas to seek better opportunities. This represents early career doctors are taking responsible for their own career development. That they are doing so in a different way from what is expected by the training system structure, which is perfectly reasonable from an individual perspective, but is an issue for the system where trainees are integral to service delivery.

While perceptions of support varied, our data also suggested that there were differences in how participants engaged with their working environments. Different FP2 doctors interpreted what seemed to us as reasonably similar situations in different ways: as either an opportunity (to work independently) or, conversely, as a situation where they felt unsupported. This fits with theories that conceptualise learning through work as a relational interdependence of affordances (opportunities) and the readiness of the individual to engage with these opportunities (ie, how individuals respond to what is offered in the workplace).[@R66] For example, one relevant factor seemed to be prior work experience. For some participants, this was their first work experience. Others had held many part-time jobs while at university. The data hinted at this personal factor shaping participants' interpretations of experiences. Other external factors may also play a role in shaping foundation doctors' career decisions, for example, the need to work to pay off student debt. This requires further independent investigation and in terms of how seniors can supportively manage trainees' expectations to mitigate stressors.

We started our study without preconceptions of what we might find. The choice of theory was decided by the data when we realised that social relationships and organisational culture were key elements in our participants' stories. Interestingly, the main theoretical frameworks used in studies of work-based medical training are sociocultural views on learning.[@R67] Our data directed us to organisational theory, thus providing a fresh perspective on a well-acknowledged issue and responded to calls in the literature to focus on the organisational context of postgraduate training.[@R68] The use of a theoretical lens also allowed us to progress from knowledge gathered from previous atheoretic studies on this topic[@R26] to provide thick description[@R71] and conceptual generalisability,[@R72] both of which are important in qualitative research.[@R22] Any one conceptual lens can only highlight or illuminate certain aspects of the data[@R73] and another lens may have highlighted other elements of the issue under focus. For example, we focused on what was said not how it was said.[@R61] A useful secondary analysis of the data might explore the particular linguistic methods used by FP2 doctors when describing critical workplace experiences and how these influenced their career decision making.[@R75]

We presented doctors' experiences as short stories in order to capture meaning and understanding in the data and ultimately not to lose key elements of participant experiences. Stories can convey the experience of one individual and make it resonate with others.[@R47] Through our analytical process, we took care to ensure to share our participants' stories in such a way that they convey meaning and purpose to the reader.[@R61] While some researchers quantify qualitative data to highlight patterns within the data (eg, Schiffrin),[@R78] we did not do so, instead maintaining a purely qualitative approach. As mentioned earlier, we could have presented the data as themes, with supporting quotes from a wider number of participants. We tried this, but in our view, this way of presenting the data did not illuminate clearly the relationships between experiences, perceptions of support and how these influenced their career decision making.

We interviewed F2 doctors in two regions of Scotland and took care to recruit a diverse sample, representing doctors of both genders, graduate and school leaver (undergraduates) entrants to medical school and a mix of doctors from across the UK and Europe, which would be representative and consistent of junior doctors working in the NHS.[@R19] However, their views may not be representative of all FP doctors across the UK. We are also aware that the training structure and environments differ across countries. However, the wider literature and anecdotal evidence suggests that the messages from this study are transferable and credible across healthcare contexts.[@R14]

Our findings have implications for policy, practice and research. We have identified the critical importance of support and feeling valued in F2 doctor's career intentions. We can infer from the literature that positive social relationships with colleagues,[@R79] intrinsic motivation,[@R81] self-efficacy in one's skills and abilities[@R79] and early exposure to training opportunities that were positively encouraged by senior medical staff[@R5] are important components in terms of committing to further medical training (ie, applying for specialty training). This reinforces the importance of a supportive clinical learning and working environment, a factor that has been recently highlighted in the General Medical Council's most recent document on the state of medical education and training in the UK.[@R83] Yet, the data also suggests that there is an interaction between individual and the workplace environment. This duality merits further investigation.

We presented five unique stories out of a dataset of 21 stories shared by F2 doctors. Our study dealt with the influence of POS on career intentions. There was some suggestion in the data that POS may be viewed differently by female and male F2 doctors. Other research with this group has shown that female doctors place higher regard on a supportive working culture than their male counterparts.[@R2] Moreover, international research has shown that female doctors experience considerable challenges within the workplace, including lack of support.[@R84] However, we do not know if there is a genuine difference between how male and F2 female doctors are supported in the UK workplace and, of course, our participants were self-selecting. Further research is required to explore this further. Second, within medicine, there are hierarchical structures and workplace cultures which influence the working and learning experiences of all types and levels of staff. Another potential area for future research would be to seek stories from senior and midgrade staff as well as more junior staff to explore POS more widely.

What our study has added is more insight into the important role played by senior staff and team members in terms of exemplifying the culture of the organisation and behavioural norms in terms of how people are treated by the organisation.[@R37] Colleagues can therefore help to improve junior doctors' perceptions of organisational support through prosocial behaviours like allowing trainee doctors more autonomy, participation in decision making, offering opportunities in professional development, offering rewards and praise for good work.[@R1] This may not always be easy where training competes with service in pressured environments where time and resources are limited.[@R83] However, creating positive working environments does not need to be complicated: consultants and colleagues knowing the name of their trainee is a simple way to ensure workers feel valued.[@R90] The norm of reciprocity states that members who feel cared for and supported by the organisation will reciprocate these same patterns of behaviour in return to the organisation.[@R25] In other words, treat your juniors well and they will be happier and more committed to the NHS.[@R34] This simple rule of behaviour may go some way to encouraging junior doctors to stay in the training pipeline.

Supplementary Material
======================

###### Reviewer comments

###### Author\'s manuscript

Our thanks to all those FP2 doctors who participated in the interviews. Our thanks also to the Foundation Programme Directorate staff in the Scotland Deanery, NHS Education for Scotland, for sending out the email correspondence to the two regions involved in the interviews. No patients or any members of the public were involved in this study.

**Contributors:** JC, PJ and KW obtained the funding for GMS's doctorate. The development of the interviews was led by GMS in collaboration with JC. GMS prepared the ethics application. GMS led the literature review. JC supervised the analysis, which was carried out by GMS with input from PJ and KW. GMS drafted the paper, with JC extensively revising drafts for each section of the paper. All authors contributed to the final paper. The study is guaranteed by the University of Aberdeen.

**Funding:** Our thanks go to NHS Education for Scotland for funding Gillian Scanlan's programme of work through the Scottish Medical Education Research Consortium (SMERC) and for funding the open-access fee for this paper.

**Competing interests:** None declared.

**Patient consent:** Not required.

**Ethics approval:** Ethical permission was granted for this study from the University of Aberdeen College of Life Sciences and Medicine Ethics Research Board (CERB/2015/12/1269, approval granted 25 January 2016).

**Provenance and peer review:** Not commissioned; externally peer reviewed.

**Data sharing statement:** All available data can be obtained by contacting the corresponding author (GMS).

**Collaborators:** This project is in collaboration with NHS Education for Scotland.
